Anaesthesia encompasses a broad range of knowledge and skills of relevance to graduating doctors. For the majority of new doctors, an undergraduate clinical rotation is their only exposure to anaesthesia practice. However, the content and approach to undergraduate anaesthesia education varies between institutions. We explored our students' views and experiences, and teaching approaches and expectations of consultant anaesthetists during a clinical attachment in anaesthesia. Our mixedmethod design included student and staff surveys, logbook analysis and student focus groups. Logbook analysis of all 202 students showed mean numbers of attempts for bag-mask ventilation, laryngeal mask insertion, tracheal intubation and IV cannulation were 6.8, 3.9, 3.3 and 4.5, respectively. Focus group responses (11 students, three groups) suggested a mismatch between students' expectations of performing clinical skills and the available opportunities, particularly for IV cannulation. Students often felt reluctant to ask anaesthetists to teach them, and appreciated clinician-led engagement in all aspects of learning patient management. Among the 78 anaesthetists (29.3%) responding to the survey, the five tasks most frequently identified as suitable for teaching to students all related to airway management. Our study found much unanticipated variability in student exposure, teaching practice and attitudes to teaching various skills or procedures between anaesthetists, and student opinion of their clinical attachment. The findings resulted in a review of many aspects of the attachment. It is likely that other institutions will have similar variability and we recommend they undertake similar exercises to optimise teaching and learning opportunities for undergraduate anaesthesia.
Key Words: anaesthesia, undergraduate, medical education, curriculum, skills Anaesthetists are involved in patient care before, during, and after surgery, as well as in pain management and intensive care. Anaesthesia is the third-largest hospitalbased specialty in New Zealand 1 and Australia 2 , but for the majority of junior doctors, a brief undergraduate attachment is their only exposure to clinical anaesthesia practice. This is relevant to anaesthetists because junior doctors interact with our specialty at multiple stages in perioperative care. In addition, student career choice is influenced by their medical school experiences and a negative experience during the undergraduate attachment may dissuade an otherwise excellent candidate from pursuing a career in our specialty.
While there is no defined ideal curriculum for undergraduate anaesthesia, in 2001 Holt proposed a set of aims and learning objectives 3 , and there have been several attempts to develop a related consensus 4, 5 . Any university can create a curriculum for medical students, but what the students actually learn from their clinical attachment is very much dependent on what clinicians see as relevant and appropriate to teach them. We undertook an evaluation of undergraduate teaching in anaesthesia in our institution, as experienced by both students and clinicians with the aim of exploring what happens in the anaesthesia attachment. The overall goal was to determine what non-academic, practising anaesthetists are prepared to teach medical undergraduates, what they actually teach, and how students perceive this teaching. This information can then inform curriculum change in this and other institutions involved in educating medical students. We used student and staff surveys, student focus groups and logbook analysis to address the following questions: 1. What are students' views of teaching and learning in their anaesthesia attachment? 2. What experiences do students actually have? 3. What procedures and skills do consultant anaesthetists consider appropriate to teach medical students?
Methods
This mixed-methods study was approved by the University of Auckland Human Participants Ethics Committee (Ref. 7825). The participants were the Year 4 students of the 2012 academic year (student survey, focus groups, and logbook analysis) and consultant anaesthetists at the four university teaching hospitals (consultant survey).
Context
At the University of Auckland, students completed a compulsory two-week attachment in Year 4 of a six-year undergraduate medical program, corresponding to their first clinical year. At the time of this study, there were 202 students in the Year 4 cohort. The two-week attachment begins with a formal teaching day before students are allocated to one of four teaching hospitals. The majority of the subsequent days are spent in operating theatres with half to one day in the ICU. Some teaching hospitals may allocate students to a half-day on an acute pain round, the preoperative anaesthetic clinic, or a simulation teaching session on basic crisis management. On the final day of the attachment, students return to the university campus for assessment activities. Formal teaching and assessment is undertaken by academic faculty. The majority of the clinical sessions are supervised by hospital clinicians without academic appointments. Rarely, an advanced vocational trainee or provisional fellow may supervise a student. If a student is allocated to a list that has a specialist and a vocational trainee, the specialist is expected to provide teaching to the medical student and allow the trainee to focus on the patient. It is expected that medical students take precedence over vocational trainees for performing basic airway skills and students are not placed in the same theatre with introductory trainees for this reason. Consent is obtained from patients by the supervising clinician for students to be present during the case in assisting with patient care. No more than one student is allocated to an operating theatre at any one time. Students were provided with a logbook which contained six core objectives for the attachment, recommended topics for discussion with clinicians, and tables to record attempts at four procedural skills (bag-mask ventilation, intravenous cannulation, laryngeal mask insertion and tracheal intubation). Logbook contents are also intended as a guide for supervising clinicians and performance of specific skills required to be signed off by the supervising clinician. Further details are outlined in Table 1 . Study data were collected by the following means:
Student survey A survey instrument to quantify students' experience with the clinical attachment was developed from previously published surveys 6, 7 , adapted to the specific content of the anaesthesia attachment. As these previous surveys were much older and not entirely suited to our context, significant adaptation was required and the survey instrument was piloted on three medical students from the preceding year's cohort who provided feedback on content and format (Online Appendix 1: Student survey). Paper surveys were distributed to all students at the end of their attachment, and responses were kept anonymous.
Logbooks
As part of normal practice during the anaesthetic attachment, students were required to record each session attended, list skills attempted or observed, and have their logbooks signed by the consultant after each session. Logbooks from all students were collected for analysis at the end of each attachment and data entered into a spreadsheet.
Focus groups
All students were invited to take part in focus group interviews following their clinical attachment. The focus groups were facilitated by one of the authors using a semistructured interview guide, while allowing exploration of issues raised by the participants. Views were sought on what they learned, the teaching provided by the hospital anaesthetists, and their overall experience of the clinical attachment. Interviews were recorded and transcribed for analysis, with respondents made anonymous (Online Appendix 2: Semi-structured interview questions).
Consultant anaesthetist survey
An online staff survey was developed from the intended learning outcomes and the content of the student logbook, and explored teaching practices and attitudes towards teaching medical students. The survey was developed based on recommended survey-design principles and piloted on five consultant anaesthetists at one teaching hospital, who provided feedback on format and content, prior to being finalised and sent to consultant anaesthetists at the study sites (Online Appendix 3: Anaesthetist survey).
Analysis
Survey and logbook data were analysed using IBM® SPSS® 21 (Armonk, NJ, USA). Group comparisons for categorical data were carried out using the chi-square test. A P-value of 0.05 or less was considered statistically significant. For the qualitative data, we undertook a thematic content analysis of the transcripts 8 . After familiarisation with the data, relevant content was coded in a systematic fashion across the entire dataset. Codes were subsequently collated into potential themes that emerged during the course of data analysis. Ongoing analysis allowed for the themes to be further defined and named. Compelling narratives were selected to accompany each theme. Coding and thematic analysis was performed by one author and reviewed by another, with further refinements made in agreement. Dissatisfaction with session allocation (7.3%)
Interpersonal aspects
Friendly/nice/inspirational anaesthetic staff (37.2%)
Rude anaesthetic staff (7.9%)
Working in a team (3.7%) Feeling of 'being in the way' (4.7%)
Interaction with patients (3.7%) Not being part of a regular team/ different anaesthetists each session (3.1%) *Only students who were allocated to these sessions had their ratings included. OT=operating theatre.
Results

Student survey and logbook
We received 191 survey responses from 202 students (94.6%). The majority (74.9%) felt the number of allocated in-theatre sessions was appropriate, 16.2% felt there were too many and 8.9% felt there were too few. All 202 student logbooks were analysed. Table 2 compares their opinions on learning opportunities for the procedural skills they were expected to perform and the mean number of attempts for each procedure, as recorded in their logbook.
Open questions were posed to students on their positive and negative experiences during the clinical attachment (Table 3 ). From this, it appears experience varied. While for many it was a positive experience, with friendly and inspirational anaesthetists, others felt ignored or were passive observers. Learning and performing procedural skills appeared to be a common highlight of their experience.
Focus groups
Nineteen students consented to participate and 11 subsequently participated in one of three focus groups, with those remaining unable to participate due to scheduling conflicts. Three overarching themes were identified, as described below, with compelling narratives for each theme outlined in Table 4 . i) Student engagement and active learning Students in our sample preferred anaesthetists to proactively offer to teach them. They were reluctant to actively request teaching in the clinical setting to avoid being perceived as annoying or disruptive. An enquiry-type approach to teaching students seemed preferred to feeding them information and was more effective when it allowed students to utilise existing knowledge. Students valued the opportunity to participate in the whole process of patient management, as opposed to learning only discrete tasks. The experiential aspect of the process may provide them with an insight into how an anaesthetist truly functions in the clinical setting. Explaining the rationale for certain actions or decisions made while treating a patient was a valuable form of learning for the student observing the process, the omission of which may deprive a student of learning opportunities.
ii) Perception of lack of interest in teaching Our student sample easily sensed when an anaesthetist showed a lack of interest in teaching them despite having Once the patient's under anaesthesia some consultants would actually take the time out to teach you some things, whereas other consultants will just sit there or would not wanna talk to you.
…anaesthetists that let you think about the procedure that you're doing in the theatre, so they let you take control of the patient as if you were the anaesthetist and get to be in charge of the decision making, obviously, with them overlooking you. You get the spectrum and insight into what it is like to be an anaesthetist and I think that's probably the most valuable out of all the experiences.
There's a difference between asking something that a student can try and work out with a bit of logic compared to asking, "What's this drug and what does it do?" If you haven't looked it up in a book you don't know. But the same thing -if someone asks you, "Why do you think this happens?" or, "What mechanisms in the body make that happen?" and you can reason around it, then that's a smart way of questioning, I think.
At least if you're not doing something, when they're doing something like intubating someone they'll be looking at you and talking you through what they're doing so that at least you feel that you're learning something from the interaction rather than just standing there.
Perception of lack of interest in teaching
Some of the consultants were just not interested at all and it's really off-putting -they'll ask you one question maybe and you get it wrong and they scoff and that's the end of your interaction with them and they don't talk to you for the rest of the time.
I found the day in (an intensive care unit) least useful because basically nothing happened and the consultants literally did not want to pay any attention to the students. That's not to say they didn't have things of their own to do, but even the registrars and the house officersyou could feel that they did not want students there. the opportunity to teach. This may have caused a significant negative impact on their experience. Furthermore, some perceived the lack of teaching as staff resenting their presence. iii) Setting mutual expectations Students in our sample expected their supervising anaesthetist to engage with them during their time in the operating room, and possibly assumed that the supervisor had prior knowledge of their presence and had agreed (or was obliged) to teach. Students readily perceived if teaching opportunities were available yet not provided by the anaesthetist, and not meeting these teaching expectations resulted in a negative experience for the student. The interaction with other specialties occasionally distracted students during a period when supervisors expected students to be focused on the anaesthesia management. Student expectation of performing a large number of IV cannulations compared to other clinical attachments was not met. Students perceived a possible benefit from pre-reading certain topics to facilitate learning and discussion. This would require prior knowledge of theatre allocation and clear communication with anaesthetists from the university supervisor or students.
Setting mutual expectations
Survey of consultant anaesthetists
Seventy-eight of an estimated 266 consultant anaesthetists in the four teaching hospitals (29.3%) responded to the online survey at the end of the academic year. Of the respondents, 33.3% had supervised students for one to five sessions in the operating theatre in the preceding 12 months, 41.0% for six to ten sessions, 12.8% for 11 to 15 sessions, 10.3% for >15 sessions, and 2.6% did not supervise any medical students. Each session in this context is one half-day, or five hours. Table 5 ranks the procedures and tasks that consultants would instruct medical students to perform during operating theatre sessions when clinically indicated and appropriate. The most common tasks all related to airway management followed by IV cannulation. Of the 75 consultants who responded to this question, 65.3% indicated that the two-week duration was appropriate, whereas 33.3% thought it was too short and 1.3% thought it was too long.
Discussion
Medical students' experiences and perceptions of their anaesthesia attachment were generally positive, with opportunities for learning procedural skills, high-quality teaching, and interactions with friendly or inspirational anaesthetic staff the most prominent positive features. There was substantial variability among students in their exposure to the procedural skills identified in the curriculum for practise during the anaesthesia attachment and also considerable variability in opinions of anaesthetic supervisors on appropriate skills for medical students to learn during their anaesthesia attachment.
Procedural skills
Over half the students rated learning or experience with procedural skills as the most positive aspect of their experience, indicating that it is an important and valued component of the attachment. In this regard, there was substantial between-procedure variability in student perception of the adequacy of opportunities provided to attempt the procedure. In addition, the number of opportunities was inconsistent between students, varying between zero and more than ten for all procedures. A small number of students reported not being given any opportunity to perform laryngeal mask insertion, tracheal intubation or IV cannulation. It is unclear why this occurred, despite our finding that that the vast majority of responding anaesthetists would teach these skills to students when clinically appropriate.
Fewer students felt that sufficient opportunity was provided for IV cannulation during the attachment compared with laryngeal mask insertion and tracheal intubation, despite a higher average number of attempts at IV cannulation. This is probably a reflection of students' perception of the relatively high importance of IV cannulation in their impending role as ward-based junior doctors. The dissatisfaction with IV cannulation experience may indicate a shortfall in managing related student expectations prior to the anaesthesia attachment. There are good reasons why the attachment might not be an ideal environment for learning cannulation, and some anaesthetists may be reluctant to subject awake patients to the additional stress of student attempts at IV cannulation. The potentially widespread expectation that learning how to put in an IV line is a key objective of the anaesthesia attachment may need to be revisited.
Comparable data describing anaesthesia-related skill acquisition from other institutions are sparse. Among newly graduated Danish pre-registration house officers, 11.7% had never set up an IV fluid infusion and 25.0% had never administered an IV injection 9 . While 95% of finalyear Australian medical students stated they felt confident at IV cannulation and bag-mask ventilation, only 77% felt confident at laryngeal mask insertion 10 , and confidence clearly does not guarantee competence. Another survey of final-year Australian students showed that while 75.3% had performed bag-mask ventilation (100% in our study), 20.8% had only witnessed it and 4.0% had neither performed nor witnessed it 11 . The same survey showed that 2% had yet to insert an IV cannula 11 . This was 4.0% in our study, but we did not look at IV cannulation during other clinical attachments. A survey of final-year students at a UK medical school showed that 95% of respondents would feel confident inserting IV cannulae and 73% would feel confident performing bag-mask ventilation upon graduation 12 . However, only 48% actually had more than four successful attempts at bag-mask ventilation 12 .
Tracheal intubation is viewed as a core skill in clinical anaesthesia and remains the gold standard for airway management. However, there is disagreement among academic anaesthetists on whether or not this should be compulsory teaching at the undergraduate level 4, 5, 10 . Nonanaesthetic academics involved in undergraduate medical education do not consider tracheal intubation a core clinical skill 13, 14 . Studies based on statistical modelling estimate that approximately 50 attempts at tracheal intubation are required before an operator attains a 90% success rate 15, 16 . With that in mind, no medical student in our study had more than 11 attempts at tracheal intubation during their anaesthesia attachment and none were likely to have any additional attempts during medical school training unless they participated in an elective anaesthesia attachment. A refresher using part-task trainers does occur in Year 6 (of 6) as part of the Advanced Cardiac Life Support course, but there is no compulsory pass required for ability to perform tracheal intubation. In one Australian medical school, 19.8% of graduating students had neither witnessed nor performed tracheal intubation 11 . In our study, 8.4% did not perform and 1.0% failed to observe tracheal intubation. It is therefore virtually impossible that medical students would achieve an acceptable level of competence in tracheal intubation upon graduation. A Victorian intern guideline supports this notion, with clear instruction that tracheal intubation be performed by experienced staff in the event of an airway emergency 17 . In contrast, studies in undergraduates show that supraglottic airway insertion is a relatively easy skill to learn [18] [19] [20] [21] , and better retained when compared to tracheal intubation 19 . Bagmask ventilation and laryngeal mask insertion are therefore the more important airway skills to learn and these should be emphasised during airway management teaching. Carefully supervised attempts at tracheal intubation could be allowed on an experiential basis with informed consent from the patient, but there should be clear articulation of the principle that, in the absence of further anaesthetic training, simpler forms of airway intervention should be chosen if required in emergencies.
Approaches to teaching
Medical students in our surveys and focus groups seemed very aware of both good and poor teaching practices. The traits of the ideal teacher in anaesthesia have been previously described 22 . A one-on-one teaching environment, as occurs during the anaesthesia attachment, is a rare experience during medical school training. While the students generally appreciate one-on-one teaching, this same setting readily exposes poor teaching practices. A lack of engagement on the part of the supervising clinician becomes apparent in an operating theatre where the student has literally nowhere else to go and resorts to standing idly by in the corner. However, supervisors' enthusiasm for teaching any particular medical student may be influenced by the apparent interest shown by the student, but one must be wary of making this assumption. A lack of student interest may be real or could be due to a reserved personality or anxiety about being in the way, or interfering with patient care in what, for students, may be a pressured and unfamiliar environment. In addition, academic hierarchy is a significant barrier for medical students to overcome during teaching encounters 23, 24 .
Supervisors (specialists or vocational trainees) who are perceived as treating students poorly may be viewed as negative role models by those students, resulting in some students not considering anaesthesia as a future career and thus narrowing the potential talent pool for the specialty. Conversely, excellent teachers and inspirational clinicians may act as positive role models for students who may consequently be attracted to the specialty. Available evidence seems to support this proposition, for at least a proportion of vocational trainees. An older US study found that 13.8% of graduating students cited the exposure of specific consultants in anaesthesia as having influenced their attitudes towards the specialty 25 . A more recent study showed that 14% of vocational trainees cited the positive influence of a role model on their selection of anaesthesia as a career 26 . A UK study listed 18.4% of aspiring anaesthetists in their first postgraduate year as having been influenced by a positive role model 27 .
The ability of students to participate in the work of the medical team is recognised as an important component of effective learning 28 . The five most common procedures or tasks which responding anaesthetists would instruct medical students to perform were all related to airway management, followed by IV cannula insertion. However, it was both notable and disturbing that a small number of responding consultants would "never" allow medical students to perform bag-mask ventilation, laryngeal mask insertion or IV cannulation, despite these procedures being listed as core competencies for medical students in our institution. At the other end of the spectrum, a small minority of responding anaesthetists would in some circumstances allow medical students to perform complicated procedures. Although no guidance was provided in the curriculum with regard to students performing neuraxial blockade or central venous cannulation, the authors considered these to be neither necessary nor appropriate for their learning, in agreement with two recent studies on the ideal undergraduate anaesthesia curriculum 4, 5 .
In comparison to the common airway management procedures and IV cannulation, medical students were infrequently instructed to perform other procedures or tasks during in-theatre teaching. These included data input of monitoring parameters, preoperative assessment, extubation during emergence, follow-up of patients in the ward, administration of IV drugs, attaching IV fluids to patients and drawing up IV drugs, all of which may enhance student learning and are reasonable for students to perform under appropriate direction and supervision. In two recent studies utilising the Delphi technique to identify the ideal undergraduate anaesthetic curriculum, useful or appropriate skills or procedures identified in addition to airway management and IV cannulation were: aseptic technique for procedures 4, 5 , basic life support 4,5 , advanced life support 5 , preoperative patient assessment 5 , and ECG interpretation 5 . While it is not entirely clear why fewer clinicians in our study would instruct medical students in performing these other skills, a lack of clear communication between the university and clinical departments may have played a part (basic and advanced life support are taught during other modules in our institution). Discussion within the focus groups indicated that students valued more generalised involvement in patient care in theatre (as distinct from a focus on discrete skill acquisition). One may conclude that valuable potential learning opportunities were probably lost due to consultants not allowing students to perform tasks and roles outside of airway management or IV cannulation.
Implications for undergraduate anaesthesia
There are multiple reasons to specify an anaesthesia curriculum for medical undergraduates. It identifies overall aims and learning objectives specific to the institution and the graduates' future area of practice. It describes the setting and methods of teaching, and how learning is assessed. It facilitates consistency in teaching practices, which is especially important in a setting where teaching is delivered across multiple sites by literally hundreds of individual clinicians. It also allows for comparisons with other programs and enables periodic structured reviews in order to evaluate efficacy and make changes as necessary. The content of the curriculum itself should be guided by the requirements of the medical jurisdiction that the institution operates in; that is, the knowledge, skills and attitudes required of a newly graduated medical professional relevant to anaesthesia and perioperative medicine (including intensive care and pain medicine). In addition, student exposure to the specialty enables them to gain an understanding of anaesthesia practice, which will facilitate any future interaction with anaesthetists in their role as junior doctors. For others, it allows them the opportunity to consider the specialty as a future career choice. Our findings suggest there is potential for academic departments to align curricular goals with expectations of supervising clinicians in teaching hospitals in order to facilitate student involvement in patient care. A possible future direction may be defining and agreeing on specific areas of practice, sometimes referred to as 'Entrustable Professional Activities' 29 , that students can be allowed to do under supervision. These could be devised in collaboration with supervising clinicians and may be facilitated by preliminary teaching prior to the anaesthesia attachment. Potential skills could include application of monitoring, charting physiological data, drawing up medications, assembly of IV giving sets or administration of drugs. Most tasks and procedures require direct supervision by clinicians but some, such as preoperative assessment, may be remotely supervised, with subsequent review of the student's assessment. The in-theatre experience should remain the focus of the clinical attachment, as students value the one-on-one teaching opportunities it presents.
There is minimal available data of this type and our findings should be of assistance to those involved in undergraduate medical student teaching, both for clinicians delivering teaching and academics planning a clinical attachment. A range of validated research methods were used in our study, which were complementary to each other. As a result of our findings and a review of the literature, the learning objectives for the clinical attachment at the University of Auckland were revised. The list of recommended teaching/discussion topics for clinicians was reviewed in order to focus on topics related to perioperative medicine rather than clinical anaesthesia, based on work done by Rohan et al and, lately, Overton and Smith 4,5 . A list of 'essential', 'highly recommended' and 'discretionary' student activities was incorporated into the logbook as a guide for supervising clinicians, in order to increase student involvement in patient care. For airway skills teaching in particular, it was emphasised that bag-mask ventilation and laryngeal mask insertion were 'essential' activities, whereas tracheal intubation was at the discretion of the supervising anaesthetist. Specific student activities for the intensive care and acute pain round sessions were added in order to add structure and improve the student learning experience. These changes were communicated to all supervising clinicians in the teaching hospitals and will be periodically emphasised. Students are briefed at the start of each attachment that they would not realistically be able to perform many IV cannulations. These changes may be of interest to other medical undergraduate programs.
Limitations
Medical student participants were in Year 4 of a six-year medical course, corresponding to their first clinical year, with approximately 25% of respondents being postgraduate-entry students. Our findings may not translate to medical schools with shorter courses, with postgraduate-entry only intakes, or where the anaesthesia attachment occurs later in training.
The study was performed in a single academic institution (albeit across four teaching hospitals in two cities), and may not necessarily be generalisable elsewhere. However, the vast majority of clinicians in our institution are Fellows of ANZCA and are therefore likely to have similar views and practices as clinicians in other institutions. Institutions sharing aspects of our curriculum may use our findings to inform future changes, whereas in institutions whose curricula already reflect 'best practice', this study may help reinforce their approach to teaching and learning.
Our data from students rely on self-reports of voluntary survey respondents and accuracy of logbook entries. A convenience sample of 20 was targeted for the focus groups, but only 11 students were available to be interviewed. This is a relatively small number but within the range recommended by some 30, 31 . In addition, data saturation was reached by the final interview, with no new information emerging. The response rate of 30% from the consultant anaesthetists is typical of most internet-based surveys 32 , but respondent bias cannot be excluded.
However, our study has many strengths. There is minimal information of this type available and our results should assist those involved in undergraduate medical student teaching and planning; we used a range of validated methods to consider the question from multiple perspectives and there was a very high student response rate.
Conclusion
Our study found much unanticipated variability in student exposure, teaching practice and attitudes to teaching various skills or procedures between anaesthetists, and variable student opinion of the undergraduate anaesthesia attachment. Teaching of simple airway management techniques remains an important part of an undergraduate anaesthesia curriculum and seems supported by most anaesthetists and appreciated by students. Nevertheless, we should be wary of over-emphasising practical skills on anaesthesia attachments, which should also be an opportunity for students to learn perioperative medicine and serve as an introduction to anaesthetic practice. An emphasis on procedural skills (especially IV cannulation) may set unrealistic expectations about likely levels of exposure and acquired competence among students, and risks limiting their grasp of the contribution anaesthetists can make to improving patient care before and after surgery. Closer collaboration and communication between academics setting a curriculum and anaesthetists teaching it could improve the teaching and learning experience for students, helping them move from being passive observers to active participants. Specifically, academics who design undergraduate anaesthesia curricula need to ensure that their curriculum can and will be delivered by the anaesthetists who supervise their students.
Our findings resulted in a review of many aspects of the attachment. It is likely that other institutions will have similar variability and we recommend they undertake similar exercises to optimise the teaching and learning opportunities for undergraduate anaesthesia.
